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Abstract 
Posttraumatic nightmares are considered as a re-experiencing symptom of the DSM-IV 
posttraumatic stress disorder (PTSD) diagnosis. Different types of posttraumatic nightmares, 
however, may differ in their relation to psychopathology. Thirty-two children were 
longitudinally assessed ten days, two, and six months after traffic accidents. Occurrence and 
characteristics of nightmares were examined and their relation to psychopathology assessed. 
Thirty-four percent of children reported posttraumatic nightmares during at least one 
assessment. Exact replicative nightmares at baseline assessment predicted PTSD symptoms 
two and six months postaccident, but not depressive symptoms. Exact replicative nightmares 
revealed the strongest cross-sectional association with trauma-specific psychopathology but 
not with depression. We conclude that posttraumatic nightmares – especially exact replicative 
ones – may be closely related to psychopathological mechanisms of posttraumatic stress in 
children.
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     Survivors of potentially traumatic events such as accidents, disasters or acts of violence 
often suffer from psychopathological sequelae. In particular, symptoms of acute or 
posttraumatic stress disorder (ASD / PTSD; American Psychicatric Association (APA), 
1994), such as re-experiencing the traumatic event, avoiding traumatic stimuli, and 
hyperarousal are frequently reported (Kessler, Sonnega, Bromet, Hughes, & Nelson, 1995). 
Frequent complaints of individuals suffering from posttraumatic stress are nightmares. 
Usually, nightmares are defined as frightening dreams from which the dreamer awakes (e.g., 
Schreuder & Kleijn, 2001). Several representative studies have reported nightmare incidences 
of 50-70% in adults suffering from PTSD (Kilpatrick, et al., 1998; Leskin, Woodward, 
Young, & Sheikh, 2002; Neylan, et al., 1998). Many studies have shown an association 
between posttraumatic nightmares and indicators of functional impairment, such as 
psychiatric symptoms, time off work, psychosomatic reactivity, and sleep problems (e.g., 
Holen, 1990; Neylan et al., 1998). Thus, posttraumatic nightmares are frequent symptoms in 
trauma victims leading to a high degree of clinically significant distress. 
     According to Schreuder (2001) three kinds of posttraumatic nightmares may be 
differentiated: a) replicative posttraumatic nightmares comprising a strict replication of the 
original traumatic event, b) mixed posttraumatic nightmares partially similar to the trauma, 
and c) nonreplicative (symbolic) posttraumatic nightmares referring to the traumatic event 
without a realistic rendition of it. Furthermore, Schreuder (2001) distinguished repetitive 
nightmares, in which the identical content occurs repeatedly, from nonrepetitive nightmares 
which are dreamt only once. Several recent reviews have provided an extensive overview of 
the current state of knowledge regarding posttraumatic nightmares in adults (e.g., Levin & 
Nielsen, 2007; Phelps, Forbes, & Creamer, 2008; Wittmann, Schredl, & Kramer, 2006). 
     In contrast, publications about dreaming in traumatized children (Bader & Schäfer, 2007; 
Punamäki, 2007) offer a much less complete picture. For instance, incidence rates of 
posttraumatic nightmares after potentially traumatic events are inconsistent between studies 
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(Punamäki, 2007). Similarly, reports on dream content in children have revealed divergent 
results. One large scale study including Kurdish children indicated that trauma exposure was 
related to more realistic dreams lacking in bizarreness and symbolism (Punamäki, Ali, 
Ismahil, & Nuutinen, 2005). However, a detailed examination of the worst dreams 
experienced by 13 teenage girls following severe sexual abuse showed a different picture 
(Garfield, 1987). In this sample, dreams contained no explicit replications but only symbolic 
references to the traumatic experiences. 
     Several theories propose that posttraumatic nightmares are related to the central 
pathological mechanism of posttraumatic stress disorder (Kramer, Schoen, & Kinney, 1984; 
Schreuder, 1995; Stickgold, 2002). For instance, Stickgold (2002) considers replicative 
posttraumatic nightmares as a psychological correlate of changes in normal brain function 
during REM sleep due to posttraumatic stress. This assumption is in line with the finding that 
exact replicative content seems to appear exclusively in posttraumatic dreams (Fosse, Fosse, 
Hobson, & Stickgold, 2003). However, empirical data supporting a close association between 
replicative posttraumatic nightmares and a central pathological mechanism in PTSD remain 
scarce. The aim of this study is to test the hypothesis that replicative posttraumatic nightmares 
(but not nightmares in general) predict the development of PTSD, but not the development of 




     For the purpose of studying posttraumatic nightmares in children, nightmare interviews 
were included in an already ongoing randomized controlled trial (RCT; Zehnder & Landolt, 
2009) on the effectiveness of a single-session early psychological intervention in children 
after road traffic accidents. The participants were recruited consecutively at the University 
Children's Hospital Zurich from September 2004 to September 2007. The family was asked 
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for participation, if a child met the following inclusion criteria: 1) medical in- or outpatient 
treatment due to an road traffic accident; 2) age between 7 and 16 years; 3) fluency in 
German; 4) no severe head injury [score above 10 on the Glasgow Coma Scale (Teasdale & 
Jennett, 1974)], 5) absence of intellectual impairment (clinical judgement of the physicians 
based on their interaction with the children). The RCT included three assessment time points 
ten days, two months, and six months postaccident (see below). Nightmare interviews were 
started in June 2006. Longitudinal data on nightmares were acquired from 32 of the 99 
children participating in the original RCT. With data available for 19 additional children at six 
months postaccident, cross-sectional data on nightmares were available for 51 children at this 
time point. 
Measures 
     ASD was assessed using the Interview for Acute Stress Disorder [Interview zur Akuten 
Belastungsstoerung; Steil & Füchsel, (2005)]. PTSD was assessed with the Clinician-
Administered PTSD Scale, Child and Adolescent Version (CAPS-CA; Nader et al., 2002; 
German version: Steil & Füchsel, 2005). The Interview for Acute Stress Disorder was 
constructed based on the German version of the CAPS-CA in order to assess DSM-IV-TR 
symptoms of ASD. To establish a diagnosis of ASD or PTSD according to DSM-IV (APA, 
2000), a symptom was considered as present if the frequency of the experience received a 
score of at least 1 and the intensity rating of at least 2. Subsyndromal ASD / PTSD was 
diagnosed according to Bryant et al.’s recommendations (Bryant & Harvey, 2002; Bryant, 
Salmon, Sinclair, & Davidson, 2007) if criteria for one of the symptom clusters were not 
fulfilled. Previous studies have confirmed the reliability and validity of these instruments 
(Nader et al., 2002; Steil & Füchsel, 2005). Symptom severity was assessed by ASD / PTSD 
total scores (sum of frequency and intensity ratings) which showed excellent internal 
consistencies ( = .88 to .95 at the different assessments). 
 6
     Depressive symptoms were assessed by the Children’s Depression Inventory (Kovacs, 
(1985); German version: Depressionsinventar fuer Kinder und Jugendliche; Stiensmeier-
Pelster, Schürmann, & Duda, (2000)). A total severity score ranging from 0 to 52 can be 
obtained by summing the 26 items (3-point Likert scales from 0 to 2). The total scores were 
converted to T-scores based on a representative German norm population (Stiensmeier-Pelster 
et al., 2000). A cut-off T-score of 60 has been shown reliably to identify children with 
clinically relevant depression (Stiensmeier-Pelster et al., 2000). In this study,  ranged from 
.83 to .87 at the different assessments. 
     In the first assessment (10 days after the accident) the number of nightmares (introduced as 
“frightening dreams”) since the accident was examined. At the assessments two and six 
months postaccident, nightmare frequency since the accident was assessed through the 
nightmare frequency scale of the CAPS item B2. This scale ranges from 0 = never and 1 = 1-2 
times a month to 4 = almost every day. In order to keep the nightmare interview as simple as 
possible, it was not asked how many of the frightening dreams were followed by awakenings. 
Thus, some of the collected nightmares may include anxiety dreams without awakening 
(Schreuder & Kleijn, 2001). Children were asked to report each recalled nightmare in detail at 
all time points while interviewers took short notes about the content. Based on their 
knowledge of the child’s accident report, the interviewer decided for each nightmare if it was 
not related to the accident, partially related, or an exact replication of the accident (defined 
according to Schreuder et al., 2001, as outlined above). Thus, we differentiated between 
nontraumatic nightmares, (exact) replicative nightmares, and mixed nightmares. This 
judgement was performed by the interviewer rather than by the child in order to keep the 
interview simple, especially for younger children. Symbolic association of a seemingly 
nontraumatic nightmare as defined by Schreuder and Kleijn (2001) would have required self-
ratings and was therefore not assessed. Finally, children were asked for each nightmare if it 
had occurred repeatedly or only once. 
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     Injury severity was assessed by a physician applying the Modified Injury Severity Scale , a 
reliable and widely accepted measure (Mayer, Matlak, Johnson, & Walker, 1980). The 
Modified Injury Severity Scale assesses the severity of injuries in different bodily systems. 
Modified Injury Severity Scale score ranges from 1 to 75; scores above 25 indicate a severe 
injury. 
     Paternal occupation and maternal education were gathered from mothers applying a 6 
point Likert scale. Summing up these scores, a socio-economic status (SES) score ranging 
from 2 to 12 was obtained. Based on their SES score, children’s families were allocated to 
one of the following three classes: lower class (SES 2-5), middle class (SES 6-8), or upper 
class (SES 9-12). In a previous study this measure proved to be a reliable and valid indicator 
of socio-economic status in Switzerland (Landolt, Vollrath, & Ribi, 2002). 
Procedure 
     The study was approved by the local institutional review board. Based on agreement of the 
children, written informed consent was obtained from parents. Assessments were performed 
10 (SD = 3) days, 2 months (77 days, SD = 16) and 6 months (201 days, SD = 24) after the 
child’s accident. Children were assessed by trained graduate psychologists applying 
standardized interviews. An interview took 30-45 min and was performed in the child’s home 
(eight interviews, 25% of the longitudinal sample, were performed in hospital). Medical 
variables were obtained from the hospital files. After completion of all three assessments, 
families received 50 Swiss Francs as compensation for participation. Half of the children 
participated in a short intervention (ca. 30 min) immediately after the baseline assessment. 
This intervention comprised a detailed reconstruction of the accident, identification of 
accident-related appraisals, and psycho-education about possible stress reactions. Possible 
coping strategies regarding how to deal with stress reactions were discussed with the children 
and their parents. Additionally, a leaflet including information about posttraumatic stress and 
a contact address was handed out (for details see ClinicalsTrials.gov: NCT00296842). 
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Follow-up assessments at 2 and 6 months were performed by a different interviewer blind to 
the child’s treatment status. Neither the presence of nightmares (any type) nor the occurrence 
of nonreplicative, mixed or replicative nightmares was significantly associated with group 
status (intervention vs. control group) at any time. For instance, presence of replicative 
nightmares was not related to group status ten days postaccident (13.3 vs. 29.3%, Fisher’s 
exact test, p = .402), two months (21.4 vs. 35.7%, Fisher’s exact test, p = .678) or six months 
postaccident (13.3 vs. 12.5%, Fisher’s exact test, p = 1.0). Therefore, data of intervention and 
control groups were collapsed into the same analyses for the purposes of the present study. 
 
Data Analysis 
     Bivariate associations between variables were tested by t- and χ2/Fisher’s exact tests. The 
predictive value of presence of replicative nightmares (assessed ten days postaccident) for 
symptom scores of PTSD (without dream item) and depression at two/six months 
postaccident was tested by general linear models (GLM). Initial symptom scores of ASD 
(without dream item) or depression were entered as a covariate into these models, 
respectively. The presence of nontraumatic and mixed nightmares at ten days postaccident 
was also included as a covariate. In order to test which types of nightmares were cross-
sectionally related to symptom scores of PTSD (without dream item) and depression six 
months postaccident, multiple regression analyses were performed with the presence of 
nontraumatic, mixed, and replicative nightmares as predictors. Exclusively for this cross-
sectional analysis, 19 additional participants were included. Whenever the relation between 
nightmares and ASD / PTSD symptom severity was tested, dream items were removed from 
the respective symptom score. However, ASD and PTSD diagnoses were established 
including the dream items. Exclusion of the dream item from ASD / PTSD diagnostic criteria 
would not have influenced incidences of full or subsyndromal diagnoses. For several variables 
the assumption of normality was only met after applying a transformation according to 
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Tabachnick and Fidell (1996): log transformation for PTSD total scores (two and six months 
postaccident), square-root transformation for ASD (ten days postaccident) total score, and 
inverse transformation for depression (two and six months postaccident) T-score. 
Results 
Descriptive Statistics 
Mean age of the 32 children of the longitudinal sample was 11.9 (SD = 2.4, range = 7-
15) years. Modified Injury Severity Scale score was 6.1 (SD = 4.2, range = 1-21). Further 
sociodemographic and accident related variables as assessed ten days postaccident are 
reported in Table 1 (2nd column). 
For the longitudinal sample ASD (ten days postaccident) and PTSD (two/six months 
postaccident) total scores (including dream items) were 22.6 (SD = 19.0), 19.0 (SD = 20.2), 
and 13.8 (SD = 19.0), respectively. Depression (DIKJ T-) scores were 48.3 (SD = 10.2), 45.5 
(SD = 10.0), and 43.9 (SD = 10.3). All children fulfilled the objective as well as subjective 
stressor criterion of ASD / PTSD diagnosis. Ten days postaccident, one (3.1%) participant of 
the longitudinal sample (n = 32) was diagnosed with full ASD, a further six (18.8%) with 
subsyndromal ASD. Frequencies of children diagnosed with full / subsyndromal PTSD were 
2 (6.3%) / 2 (6.3%) at two months and 2 (6.3%) / 1 (3.1%) at six months postaccident. Rates 
of children exceeding cut-off value on the depression self-rating were 4 (12.5%, ten days 
postaccident), 4 (12.5%, two months postaccident), and 3 (9.4%, six months postaccident). 
     Table 2 shows details for nightmare recall with respect to the single assessments 
and nightmare types. The increase in the percentage of children reporting posttraumatic 
nightmares from t0 to t1 did not reach significance (McNemar test, p = .625). The following 
decrease (t1 to t2) almost reached significance (McNemar test, exact p = .125). Replicative 
content and repetitive occurrence of nightmares were closely associated, χ2 (1, N = 32) = 8.22, 
p < .01. There were no statistically significant differences between participants with (n = 8) 
and without (n = 24) nightmares ten days postaccident for sociodemographic or accident 
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related variables (Table 1, last two columns). The age difference between children reporting 
nightmares (10.6 years, SD = .21) and children without nightmare reports (12.3 years, SD = 
2.3) did almost reach statistical significance, t(30) = 1.83, p < .1. 
Nightmares and Psychopathology 
     Of the children with an ASD / PTSD diagnosis (full or subsyndromal) ten days 
postaccident, 4 (57.1%) recalled posttraumatic nightmares. For assessments two and six 
months postaccident these figures were 4 (100%) and 2 (100%; one missing value). For 
children without an ASD / PTSD diagnosis, these rates were significantly lower ten days 
(16%, Fisher’s exact test, p < .05), two months (21%, Fisher’s exact test, p < .01, four missing 
values), and six months (7%, Fisher’s exact test, p < .05, one missing value) postaccident. 
Incidence of nightmares (any type) in children without diagnoses was 4 (16%, ten days 
postaccident), 9 (32%, two months postaccident), and 6 (21%, six months postaccident). 
Sensitivity and specificity of posttraumatic nightmares for concurrent and later diagnoses of 
ASD and PTSD were high (Table 3). 
     The predictive value of initial replicative nightmares for later PTSD and depression scores 
was tested by GLM. The predictor variable was the presence of replicative nightmares ten 
days postaccident (7 of 32 children). Of the seven children reporting replicative nightmares 
four were diagnosed with ASD and two exceeded the cut-off for a diagnosis of depression. 
Dependent variables of these models were PTSD total scores (without dream item) and 
depression T-values two and six months postaccident. Initial symptom scores (ASD total 
score (without dream item) and depression T-value ten days postaccident, respectively) were 
included as covariates. In order not to confound the presence of replicative dreams with the 
presence of nontraumatic nightmares (present in one child) or mixed nightmares (present in 
three children), these variables were entered as additional covariates. Table 4 depicts mean 
values for the dependent variables according to presence of replicative nightmares ten days 
postaccident. The presence of replicative nightmares ten days postaccident significantly 
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predicted PTSD total scores (two months postaccident: F(1, 32) = 9.37, p < .01; six months 
postaccident: F(1, 32) = 4.31, p < .05), but not depression (two months postaccident: F < 1; 
six months postaccident: F < 1). 
     To improve power for testing the specific cross-sectional associations between different 
types of nightmares and symptom scores of PTSD (without dream item) and depression (all 
variables from assessment six months postaccident), data of 19 additional participants were 
included. Comparison of PTSD, t < 1, and depression, t < 1, as well as nightmare recall, t < 1 
showed virtually identical scores for both samples six months postaccident. Nontraumatic 
nightmares showed a nearly significant association with PTSD total score, β = .23, p = .055, 
while the presence of mixed, β = .29, p < .05, and especially replicative posttraumatic 
nightmares, β = .41, p < .01, was strongly related to PTSD symptoms, F(3, 44) = 11.42, p < 
.001, adj. R2 = .40. None of the predictors were significantly related to depression scores, F(3, 
44) = 1.59, ns, adj. R2 = .04. 
Discussion 
     This study adds important knowledge about posttraumatic nightmares in children after 
potentially traumatic events. Traumatic nightmares were a frequent experience after accidents, 
especially in children suffering from traumatic stress. Longitudinal and cross-sectional 
analyses in our sample showed that posttraumatic nightmares were related to PTSD but not to 
trauma unspecific psychopathology such as depression. Replicative posttraumatic nightmares 
had the strongest relation to endorsed PTSD symptoms. Injury and treatment related variables 
showed that a substantial part of our sample was affected by serious road traffic accidents. 
The rates of children diagnosed with full or subsyndromal ASD / PTSD decreased from 
21.9% at baseline assessment to 9.4% six months postaccident. The rather low incidence of 
ASD / PTSD after traffic accidents in Switzerland is known from studies on adult populations 
(Schnyder, Moergeli, Klaghofer, & Buddeberg, 2001; Schnyder, Wittmann, Friedrich-Perez, 
Hepp, & Moergeli, 2008). Every third (34.4%) child reported posttraumatic nightmares in the 
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course of half a year postaccident. This rate is twice as high as previously reported for 
children after road traffic accidents (Ellis, Stores, & Mayou, 1998: 17%). All children 
(100.0%) diagnosed with full or subsyndromal PTSD reported frequent nightmares. This 
proportion is significantly higher than that seen in children without a PTSD diagnosis (report 
rates between 6.8 and 20.8%) and even higher than the 50 to 70% seen in studies using adult 
samples (Kilpatrick et al., 1998; Leskin et al., 2002; Neylan et al., 1998). For ASD, this 
association was somewhat less pronounced (57.1% vs. 16.0%). 
     Among posttraumatic nightmares, replicative nightmares were much more frequent than 
mixed ones. As previously reported in studies including adults (e.g., Schreuder, van Egmond, 
Kleijn, & Visser, 1998), the characteristics of replicativeness and repetitiveness were closely 
related. The (almost significant) decrease in the incidence of posttraumatic nightmares 
between two and six months postaccident appears to parallel the decline in PTSD symptom 
severity. At the same time, incidence of nontraumatic nightmares raised from 0% to 16%. 
However, our data do not allow for speculations about a possible relation between these 
reversed developments because of the small sample size. Incidence of nightmares (any type) 
for children without ASD / PTSD (varying between 16% ten days and 32% two months 
postaccident) was roughly comparable to a large scale study by Fisher and Wilson (1987). 
Based on parent’s ratings these authors reported that 21.8% of children aged five to eighteen 
years experienced nightmares at least monthly. In nontraumatized children, the frequency of 
nightmares is known to decrease with age (Schredl & Pallmer, 1997). Although pointing 
towards the same direction, the age difference between children with and without 
posttraumatic nightmares in our sample did not reach statistical significance. 
     Posttraumatic nightmares proved a high sensitivity as well as specificity for the presence 
and prediction of ASD / PTSD. This finding partially deviates from a study on an adult 
sample of road traffic accident victims (Ehlers, Mayou, & Bryant, 1998) where specificity of 
posttraumatic dreams was high as well, but sensitivity was less pronounced. Further research 
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will be required to show if this finding may be explained by age effects, differing incidences 
of PTSD, or methodological differences. The presence of replicative posttraumatic nightmares 
ten days postaccident was strongly related to PTSD symptoms two and six months 
postaccident, even when controlling for initial ASD symptoms. This relation was only 
significant for trauma-specific psychopathology (PTSD symptom score), but not for general 
psychopathology such as depression. In a cross-sectional analysis including 19 additional 
participants on data assessed six months postaccident, the presence of replicative 
posttraumatic nightmares was strongly associated with elevated PTSD scores. Mixed 
nightmares were also significantly related to PTSD score, but this association was obscured 
by the small number of children with mixed nightmares six months postaccident. In contrast 
to our initial hypothesis, nontraumatic nightmares were almost significantly cross-sectionally 
associated with PTSD symptom scores six months postaccident. However, this association 
was less pronounced as compared to traumatic nightmares. Generally, nightmares six months 
postaccident were not cross-sectionally related to depression scores. These findings reinforce 
previous evidence from adult road traffic accident survivors that replicative posttraumatic 
nightmares indicate pathological elaboration of traumatic experiences (Mellman, David, 
Bustamante, Torres, & Fins, 2001). The specific relation of different types of nightmares 
should be replicated based on a larger sample in a longitudinal design. 
     The association of replicative posttraumatic nightmares and symptoms of posttraumatic 
stress may be understood from a clinical as well as a biological perspective. Assuming that 
dreaming mirrors or contributes to the process of elaboration and integration of a traumatic 
memory, exact replicative nightmares may mirror the failure of symbolizing the traumatic 
event. “Replicational re-experiencing occurs in isolation, without any connection to a person’s 
own experience, and without the context of a meaningful whole. […] In other words, the 
experience has not been processed, and neither does the re-experiencing have any 
significance, symbolic or other, for anxieties and conflicts in later life.” (Schreuder, 1995, p. 
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199). Rather, Schreuder (p. 200) assumes that replicative dreams may “have a more 
‘biological’ origin”. A recent biologically oriented theory considers PTSD a disturbance of 
memory elaboration. It assumes that changes in adrenergic and cholinergic neurotransmitter 
systems after trauma cause a “breakdown of the normal blockade of hippocampal outflow to 
the cortex, which, we propose, prevents the normal integration and weakening of the episodic 
memory. It is this sequence of events that we believe leads to PTSD“ (Stickgold, 2002, p. 69). 
Replicative posttraumatic nightmares are the putative psychological correlate of this 
breakdown. 
     The following limitations should be kept in mind when interpreting our findings. 
Prevalence of PTSD in our sample was low. Especially, PTSD mean scores six months 
postaccident were low. Thus, comparisons with more severely affected samples may be 
impeded. The main project to which this study was added included a short early intervention 
that could have influenced nightmare recall in the intervention group of our sample. However, 
no influences of treatment status on presence or type of nightmare were detected. Because it 
was only decided after the start of the main project to add the nightmare interview to the 
study, the sample size was limited, especially for the longitudinal analyses. This problem 
became particularly obvious by limiting the analyses of the relationship between different 
types of nightmares and psychopathology to a cross-sectional one. More informative analyses 
might have been possible based on a larger sample size (e.g., item level associations, 
associations of recovery with dream content shift). Complementing nightmare interviews by 
dream diaries would have allowed for studying dreams in even greater details. Furthermore, 
without independent source of information such as audio records we were not able to control 
assessors’ decisions about type of dream based on children’s dream reports. Finally, our 
results might have been influenced by not distinguishing more carefully between nightmares 
(with awakening) and anxiety dreams (without awakening) given that in one study anxiety 
dreams were not related to PTSD scores (Schreuder et al., 1998). Also we did not differentiate 
 15
between nontraumatic nightmares and symbolic ones with a subjective rather than a directly 
recognizable reference to the accident. Future studies should also apply longer follow-up 
intervals and focus on nightmares in traumatized individuals without a diagnosis of PTSD. 
     Notwithstanding these limitations, we believe that our results allow a relevant extension of 
the available knowledge of posttraumatic dreaming in children. Beyond the scientific 
perspective, some implications for clinical work with children after traumatic events can be 
drawn from our results. Generally, posttraumatic nightmares are a frequent symptom in this 
population which should be carefully explored as a matter of routine. Given the strong 
predictive value of exact replicative nightmares shortly after the accident for the later 
development of PTSD symptoms and diagnosis, their presence should be considered an 
indication for close and timely follow-ups. Thus, adequate treatment opportunities for 
traumatic stress symptoms in general (Silverman, et al., 2008) or nightmare specific protocols 
(Encel & Dohnt, 2007) should be considered in time. 
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Sociodemographic, Accident and Injury Related Variables for Longitudinal Sample 
 Total (n = 32) Participants without 
nightmares 10 days post 
accident (n = 24) 
Participants without 
nightmares 10 days post 
accident (n = 8) 
Variable  n %  n %  n % 
Female sex 12 37.5 9 37.5 3 37.5 
Living with both biological parents 21 65.6 16 66.7 5 62.5 
Socio-economic status       
 Lower class 3 9.4 2 8.3 1 12.5 
 Middle class 10 30.3 7 29.2 3 37.5 
 Upper class 17 53.1 15 62.5 2 25.0 
 Unknown 2 6.3 0 0.0 2 25.0 














Type of accident       
 Pedestrian 11 34.4 8 33.3 3 37.5 
 Bicycle 9 28.1 7 29.2 2 25.0 
 Motorbike 3 9.4 3 12.5 0 0.0 
 Car passenger 6 18.8 3 12.5 3 37.5 
 Other 3 9.4 3 12.5 0 0.0 
Glasgow Coma Scale (GCS) score < 15 4 12.5 4 16.7 0 0.0 














Surgery performed 9 28.1 7 29.2 2 25.0 
Hospitalization 19 59.4 16 66.7 3 37.5 
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Table 2  
Frequency of Different Types of Nightmares 








  n %  n %  n %  n % 
Nontraumatic nightmares 1 3.1 0 0.0 5 16.1 6 18.8 
Mixed nightmares 3 9.4 2 7.1 1 3.2 5 15.6 
Replicative nightmares 7 21.9 8 28.6 4 12.9 10 31.3 
Posttraumatic nightmares 
(mixed or replicative) 
8 25.0 9 32.1 4 12.9 11 34.4 
No nightmares 24 75.0 19 67.9 23 74.2 18 56.3 
No information available 0 0.0 4 12.5 1 3.1 0 0.0 
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Table 3 
Sensitivity and Specificity of Posttraumatic Nightmares (Replicative and Mixed) for ASD and PTSD Diagnoses 
Traumatic nightmares ASD (ten days post accident) PTSD (two months post accident) PTSD (six months post accident) 
  Sensitivity % Specificity %  Sensitivity % Specificity %  Sensitivity % Specificity % 
Ten days post accident 100.0 77.4 100.0 80.0 100.0 80.0 
Two months post accident   100.0 73.1 100.0 73.1 
Six months post accident     100.0 90.0 
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Table 4 
Psychopathological Symptom Scores for 32 Children of the Longitudinal Sample Grouped 








 M SD  M SD  M SD 
       
Nightmare recall ASD / PTSD total scores (without dream item) 
 No replicative nightmares (n = 25) 17.9 16.0 11.6 12.0 8.1 9.3 
 Replicative nightmares (n = 7) 35.9 19.5 40.1 20.8 29.9 28.3 
       
Nightmare recall Depression (T-values) 
 No replicative nightmares (n = 25) 47.6 9.0 43.8 7.9 42.7 7.4 
 Replicative nightmares (n = 7) 51.0 14.5 51.6 14.6 48.1 17.5 
 
 
